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Objectives ● Become (more) familiar with different practices of medical aid in dying
● Increase awareness in attitudes of 
physicians and society towards 
medical aid in dying
● Feel more comfortable in counseling 
our patients if they were to request 
medical aid in dying











● Counseling our patients
● Summary & Discussion
Definitions
Euthanasia
     Voluntary Active Euthanasia (VAE)
     Termination of Life on Request
● Greek “Euthanatos” = good death
εὖ, eu; "well" or "good" + θάνατος, thanatos; "death"
● Physician actively administers lethal medication 
at the competent patient’s explicit request,  to 
end patient’s life
● IV
● Illegal in the US
Physician-Assisted Dying (PAD)
   Physician-Assisted Suicide
   Death with Dignity 
● Physician provides a terminally ill patient, 
at their explicit request, with a lethal 
medication that they can take on their own
● PO
● Legal in 9 US states and DC
Alternatives
NOT Euthanasia or PAD:
● Withdrawal of life-sustaining treatments (“passive euthanasia”)
● Palliative sedation
○ Potentially to level of unconsciousness
○ Goal to relief intolerable suffering in dying patient
● Voluntarily stopping eating & drinking (VSED)












PAD legal in 9 states & DC
Under consideration in 17 more
1997: Oregon
2009: Washington & Montana
2013: Vermont
2016: California & Colorado
2017: District of Columbia
2019: Hawaii, Maine, New Jersey
Legalization - USA Pennsylvania
● Death with Dignity bills were introduced in 
2007, 2009, 2011, 2013, 2014 and 2015; 
● None made it out of the Judiciary 
Committee
● In 2017, DWDA referred to the Senate 
Judiciary Committee, but did not pass
● Pennsylvania End of Life Options Act 
introduced on 3/11/21; the bill has been 
assigned to the Senate Judiciary 
Committee
Legalization - Rest of the world
2009
Luxembourg
Legalized euthanasia & PAD
2015
Colombia - Legalized euthanasia
Germany - Legalized PAD
2002
Netherlands & Belgium
Legalized euthanasia and PAD
Had been tolerating since 1980s
Switzerland
First country to decriminalize 
assistance in suicide.
1980 law “legal permission to 




Legalized Medical Aid in Dying
2019
Australia
Victoria legalized euthanasia & 
PAD
(after initial legalization in 











● Counseling our patients
● Summary & Discussion
Guidelines - Physician-Assisted Dying (NJ)
New Jersey’s Aid in Dying For the Terminally Ill Act (2019)
“Permits an attending physician to write a prescription for medication that would enable a 
qualified terminally ill patient to end his or her life”
Patient must be:
● ≥ 18 years old
● Resident of NJ
● Capable of informed decision, voluntary
● Terminally ill (< 6 months)
Guidelines - Physician-Assisted Dying (NJ)
Patient:
● Request for medication must be made twice 
orally and once in writing
○ Oral requests: separated by ≥ 15 days
○ Written request: witnessed by ≥ 2 people
■ 1 witness: NOT related, entitled to 
estate, part of health care facility, 
attending physician
● Must be able to ingest independently
Physician:
● Confirm patient is not being coerced or influenced 
by others
● Discuss feasible alternatives
● Consulting physician
○ Confirm diagnosis
○ Confirm patient’s consent
● If indicated: psychiatrist, psychologist, social 
worker
● Writing prescription
○ ≥ 15 days after initial oral request
○ ≥ 48 hours after written request
● Medications directly dispensed to patient
New Jersey’s Aid in Dying For the Terminally Ill Act (2019)
Guidelines - Physician-Assisted Dying (USA)




Guidelines - Euthanasia & PAD (rest of the 
world)
Emanuel ea, JAMA 2016
Practices - Euthanasia (the Netherlands)
In preparation of euthanasia:
● Unbearable suffering and no prospect of 
improvement 
○ Dementia, psychiatric disorders
● Voluntary and well-considered request by the 
patient
○ Advance directives for dementia
● Consultation by independent physician
○ Supprt and Consultation on Euthanasia in 
the Netherlands (SCEN)
● End of Life Clinic
After performing euthanasia:
● All life ending interventions must be reported to 
local coroner
● All cases need to be reported to Regional 
Euthanasia Review Committees 
○ Lawyer, physician, ethicist
○ Evaluation due care criteria
○ Transparency
Practices - Lethal medications
Physician-Assisted Dying:
● Barbiturate: secobarbital or pentobarbital (10-15g)
● D-DMA: Digitalis (100mg) > diazepam (1g), morphine (15g), amitriptyline (8g)
● Contents of capsules mixed into applesauce or compounded into a liquid by pharmacist
● PO or via feeding tube (goal < 90 sec)
● Metoclopramide 12hrs, 6hrs and 1hr  prior
● Duration: coma ~5min (1-90min); death ~30 minutes (1min - 47hrs)
● Costs: high 
○ Covered by most private insurers in states where PAD is legal
○ Federal money (Medicare) cannot be used for PAD; Medicaid coverage varies by state
“Guidelines for the Practice of Euthanasia and Physician Assisted Suicide”  (2012)
Practices - Lethal medications
Euthanasia:
● Coma induction (IV)
○ Thiopental or Propofol
● Neuromuscular blocker (IV)
○ Rocuronium, Atracurium or Cisatracurium
Compared to PAD
● Quicker
● Fewer side effects
● More efficacious
“Guidelines for the Practice of Euthanasia and Physician Assisted Suicide”  (2012)
Practices - Other lethal medications
Not recommended:
● Benzo’s: inconsistent coma induction
● Opioids: unpredictable due to tolerance, ineffective
● Insulin: unpredictable, can take long, cramps
● Potassium chloride: painful, muscle spasms
Practices - Complications
● More complications reported with PAD than with VAE
● Trouble placing IV
● Myoclonus, seizures (<1%)
● Inability to take full dose
○ Bitter taste, trouble swallowing
○ Vomiting / Regurgitation (2%)
● Prolonged death
○ Slowed GI absorption (opioids)












● Counseling our patients
● Summary & Discussion
Epidemiology
● In 2017  > 13 000 deaths by PAD & euthanasia worldwide
● Rates are rising
● In Oregon: 2,518 lethal prescriptions since 1997 (as of 2019)
○ 1,657 deaths (66%)
● In the Netherlands: 6,361 cases in 2019
○ 4.2% of all deaths
○ 96% termination of life on request
○ 4%  assisted suicide
Borasio ea, 2019; RTE report 2019
Patient characteristics (2019)
● 59% male
● 75% age ≥ 65 years





● ~ 50% married
● 53% with at least bachelor’s degree
● ~ 90% enrolled in hospice
● Almost all patients with insurance (99%)
The Netherlands (2019)
Regional Euthanasia Review Committees (RTE)
● 52% male
● > 75% age ≥ 60
● 17 couples
● 80% died at home
○ 7.6% died on hospice, 7.9% in nursing/care home, 
2.8% in hospital
● Majority was performed by general practitioner (83.1%)
Patient characteristics
Emanuel ea, JAMA 2016
Reasons for requesting PAD
Ganzini ea, NEJM 2000
Reasons for requesting PAD
Outcomes of requests (OR)
Ganzini ea, NEJM 2000
Outcomes of requests (Netherlands)
Outcomes
● Most patients died at home
● Most patients informed family
● Lethal medications:
DDMP: Digoxine, Diazepam,  
Morphine, Propranolol
DDMA: Digoxine, Diazepam, 
Morphine, Amitriptyline




● Most patients who inquire about EAS, do not 
follow through with a formal request, and of 
those who do, many do not die from EAS
● Patients usually > 65, white, well-educated, 
supported, insured
● Most commonly suffering from cancer, 
followed by neurodegenerative disorders
● Predominant reasons for most requests
○ Loss of autonomy or dignity, inability to 
engage in enjoyable activities
○ Staying in control of dying process
● Depression & general psychological distress 
associated with initial inquiries, but not 










● Counseling our patients
● Summary & Discussion
Attitudes - 
Public (USA)
Public support for Euthanasia (USA)
Attitudes - Public (Europe)




● Physicians more likely to support PAD than 
euthanasia
● US physicians more supportive than Europe¹
● Netherlands & Belgium stronger support
○ Netherlands: 86%²
○ Belgium: 81%³
● Main factor associated with opposition: strength of 
religious views⁴
● 86% of Dutch physicians dread the emotional 
burden of performing euthanasia⁵
● 66% reports feelings of ‘comfort’⁶
¹Medscape Ethics Report (2014) ²Bolt ea (2015) ³Smets ea (2011) 
 ⁴McCormack ea (2012)  ⁵Van der Heide ea (2012) ⁶Evenblij ea (2019)
Attitudes - Position statements
Do not support Neutral
● AMA
Physician participation in assisted suicide and euthanasia is 
“fundamentally incompatible with the physician’s role as 
healer, would be difficult or impossible to control, and would 
pose serious societal risks.”
● ACP
“It is problematic given the nature of patient-physician 
relationship, affects trust in the relationship and in the 
profession, and fundamentally alters the medical 
profession’s role in society.”
● AAFP
"Medical aid in dying is an ethical, personal, end-of-life 
decision when the patient is terminally ill, is suffering, and 
capable of making an informed decision to end his/her 
suffering through medical aid in dying, and that such 
decision should be made in the context of the 
doctor–patient relationship."
● AAHPM
“It should not be routine medical practice.”
Attitudes - Position statements
Support
● AMSA
Support the “passage of aid-in-dying laws that empower terminally ill patients who have 
decisional capacity to hasten what might otherwise be a protracted, undignified or 
extremely painful death. Aid in dying should not, for any purpose, constitute suicide, 
assisted suicide, mercy killing or homicide.”
● AMWA
“AMWA supports the right of terminally ill patients to hasten what might otherwise be a 
protracted, undignified or extremely painful death. ...AMWA believes the physician should 
have the right to engage in practice wherein they may provide a terminally ill patient with, 
but not administer, a lethal dose of medication and/or medical knowledge, so that the 
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● Individual has right to pursue own 
personal views and goals, including 
when & how they die
Opponents:




● In some cases, living creates more 
pain and suffering than death
● “Psychological insurance”
Opponents:
● Adequate palliative care and hospice 




● Intention to relieve patient’s suffering 
= not malevolent
● PAD/VAE not significantly different 
from terminating life-sustaining 
treatments
Opponents:
● PAD/VAE is different
● Taking a life is doing harm
● Can cause harm to others
Justice
Proponents:
● No evidence of corruption or coercion
● Legalizing will bring honesty and 
transparency
Opponents:
● Legalizing will lead to abuse (“slippery slope”)
● Intrusion of lawyers, courts and legislatures 
into the physician-patient relationship




Mr P is a 96 year old male with DM, neuropathy, 
osteoarthritis, cataracts, COPD on 4L O2. He is 
widowed, living in assisted-living facility. Used to enjoy 
spending time with grandchildren, reading and hiking.
He can no longer hike due to pain from OA and DOE 
from COPD. Ever since his wife died he has felt lonely 
and depressed. Due to COVID he has not been able to 
see his children and grandchildren for almost 1 year. 
Due to cataracts he is having trouble reading.
He reports he no longer enjoys life as it is now, hates 
being dependent and fears that his breathing will only 
get worse. “I’ve lived a good life, I don’t see the point of 
living out these last miserable days. Can you give me 
something to end it on my own terms, Doc?”
How do you respond?
How to respond to a request for hastened death?
1. Clarify exactly what is being asked
a. Explore fears, concerns and what makes the current situation unacceptable?
b. Clarify what exactly the patient is requesting
c. Clarify if patient’s request is for hypothetical future or for right now?
2. Support the patient & family. Assure you will continue to care for them no matter what happens
3. Intensify treatment of any potentially reversible elements of the patient’s suffering
a. Consult psychiatry, palliative care, social work, pastoral care
4. Offer palliative care and/or hospice
5. Articulate what you can and cannot do (know your options, limitations and boundaries - legally & 
morally)
a. Morally obligated to discuss all options available to patient
6. Evaluate the patient’s decision-making capacity, informed consent and no signs of coercion
7. Make sure the patient understand they can withdraw their request at any time
8. If PAD option: know doses, prices and availability
Know the options
VSED
● Last resort option if PAD not morally acceptable 
or patient not terminally ill
● ~10-14 days
● Challenging for patient, family and physician
Summary
● PAD versus VAE:
○ Patient actively takes lethal meds vs physician provides lethal injection
○ Terminally ill vs unbearable suffering without prospect of relief
○ Voluntary request
● Guidelines and safeguards in place to avoid coercion and abuse
● Most requests don’t end in prescription; not all prescriptions end in death from PAD
● Motives: more social than somatic
● More public support (VAE > PAD) than physician support (PAD > VAE)
● Requests for hastened death are not uncommon; rarely persist; require careful evaluation and 
discussion with patient & family
Discussion
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Terminology not differentiating between VAE and PAD:
● Medical Aid in Dying (MAID)
● Euthanasia & Assisted Suicide (EAS)
Epidemiology
Emanuel ea, JAMA 2016
Epidemiology
Al Rabadi ea, JAMA 2019
Oregon (1997-2019)
Oregon Death with Dignity Act - Report 2019
● 2019:
○ Lethal prescription: 290
○ Deaths from prescription: 170 (59%)
● Since 1997: 
○ 2,518 lethal prescriptions
○ 1,657 deaths (66%)
New Jersey (2019)
New Jersey Medical Aid in Dying for the Terminally Ill Act - 2019 Data Summary
● August - December 2019: 12 cases
● 50% female
● 92% white, 8% asian
● Age range 50-93 (mean age 71)
Reasons for requesting PAD
Emanuel ea, JAMA 2016
● 57% had someone present at 
time of death





Public support for Euthanasia & PAD by subgroup
Attitudes - Physicians
Willems ea. 2000
